On opening the abdomen a tumour the size of a small melon was felt extending out of the pelvis. It was folded on itself and on tracing it downwards was found to be a dilated tube. The isthmus was partially twisted but was undilated. The other tube was also distended, but to a lesser degree, and lay below the right tube towards the pouch of Douglas. There was an omental adhesion to the larger tube, and adhesions were present between each tube and the corresponding ovary. Both tubes and ovaries together with the uterus were removed, the la iter being amputated at the level of the isthmus. The peritoneum of the pelvic floor was stitched in in the usual way, and the abdomen closed. The patient made an uninterrupted recovery.
The specimen consists of the uterus amputated at the level of the isthmus together with both tubes and ovaries (see Plate I., Fig. 1 From the surfaces of the fused processes containing many tubercle nodules, the epithelium has to a large extent disappeared, and it is in these that the masses of included epithelium are seen (see Plate II., Fig. 2 They are semi-fluctuating in consistence. On section of the uterine end the tube wall is thickened, but the lumen is not dilated. In the dilated portion in the ampullary and infundi- [To face page 140. The specimens consist of both tubes and ovaries, the former dilated into retort-shaped swellings, measuring 7b inches in length and 7 b inches in circumference.
The tubes are practically identical in appearance (see Plate VII., Fig. 1 by the appearance of an abdominal swelling, and in the third a leucorrhceal discharge, possibly gonococcal in origin, led to an examination of the pelvis and the detection of the swellings beside the uterus.
In all three the condition was bilateral.
The condition of the tubes in the first two is very similar?
great dilatation of the ampulla and infundibulum and only slight thickening of the isthmus. In the third case the dilatation had not proceeded to the same extent, and in it the content of the tubes was more distinctly purulent than in the other two. In none of the cases was there any evidence of tubercle in the abdomen, or elsewhere.
There is the same constancy in the microscopic appearances. In the less dilated parts of the tubes there is a great thickening of the mucous membrane produced by a hypertrophy and fusion of the folds, as the result of the development in them of tubercle nodules (see Plate I., Fig. 2 , and Plate IV., Fig. 2 ). The tubercle nodules are entirely confined to the mucous membrane, and are most abundant in the superficial parts of it.
The bases of the folds and the submucous tissue and muscularis are healthy. As the result of the irritation of the tuberculous poison there has been a hypertrophy of the epithelium resulting in a deeper penetration of it into the muscular layer, and to the formation of strands and masses of it in the substance of the mucosa.
This hypertrophy has been so great as to give to this part of the tube an appearance very like carcinoma (see Plate II., Fig. 2 Fig. 1 , and Plate V., Fig. 1 Fig. 2 ). The muscular wall is healthy.
At the extreme uterine ends of the tubes a different picture is presented. The mucous membrane is free from tuberculous infection, and shows only a hyperplasia of the epithelial covering and a deeper extension into the muscular wall, resulting in the presence of gland-like spaces lined by epithelium in the muscular wall at a considerable distance from the lumen (see Plate VI., Figs. 1 and 2 ). In the muscular wall and submucous tissue are numerous tubercle nodules. In one of the specimens (Case III.) the tuberculous process in this situation has extended to such an extent as to lead to the formation of an abscess in the wall (see Plate VII., Fig. 2 ).
It would thus appear that the tuberculous infection is most advanced in the outer dilated parts of the tubes, and is in that situation confined to the mucous membrane, which is entirely destroyed by it. The muscle wall is not affected. In the less dilated part of the tube near the uterus, the destruction of tissue is less marked and the infection is still confined to the mucous membrane, and is most advanced in the superficial parts of it. At the uterine end of the tube the mucous membrane is unaffected, but tubercle nodules are present in the tube wall. In Case II., tubercle nodules are also present in the mucosa of the uterus in the neighbourhood of the tube angle.
These are the facts. What deductions can we draw from them ? Has the infection of the superficial parts of the mucous membrane in the outer region of the tube been a direct infection through the surface, or has it come by the blood-stream? To this we can give no definite answer, but it seems to us that the appearances strongly suggest that it is a case of direct infection through the surface. When the physiology of the tube is considered this appears not unlikely.
There must be, by the ciliary action in the healthy tube, a constant suction at its outer end which will draw into it any small bodies such as tubercle bacilli from the peritoneal cavity.
In none of these cases was there any evidence of abdominal tuberculosis, but it is conceivable that the organisms were there in small numbers, derived from some focus in the lungs or in mesenteric glands. Those that remained in the peritoneum may have been destroyed, for it is well known that the peritoneum can deal with small doses of tubercle bacilli. Only those which reached the anterior of the tube may have continued to grow. It is probable that this method of infection of the tube from the peritoneal cavity takes place in other conditions, such as appendicitis, and it seems to us not unlikely that the same thing may happen in tubercle.
After the primary infection of the mucosa of the outer part of the tube, there is evidently a lymphatic spread inwards towards the uterus; and that results in tuberculous deposits in the tube wall near the uterus, and in the uterus itself.
Another point of interest in these specimens is the reaction of the epithelium to the irritation of the tuberculous poison. It is first of all stimulated to overgrowth with deep extension into the tissues, giving an appearance very like carcinoma.
Later it undergoes destruction. It has been held by many writers that primary carcinoma of the tube is secondary to chronic inflammation, and looking at these sections this appears possible. It is conceivable that an arrest of the tuberculous process before destruction of tissue occurred might leave the epithelium in such a state of activity as to take on a cancerous character. This reaction of the epithelium has been described by several writers in cases of tuberculous pyosalpinx and in other chronic inflammatory affections of the tube.
This epithelial overgrowth is also seen at the uterine end of the tube where the gland-like spaces are present in the muscular wall. This is an appearance which has been described as adeno-myoma of the tube. It has been described by several writers in association with tubercle, and by most, including Yon Franqu6, it is regarded as secondary to it.
With this we agree.
DESCRIPTION OF PLATES.
Plate I.? Fig. 1 .?Double pyosalpinx removed along with the uterus (Case I.). The right tube is enormously distended. II.? Fig. 1 
